Objective-To examine the sensitivity of patient self reported diagnoses compared with physician diagnoses in a rheumatology outpatient population. Methods-A mailed survey to 472 rheumatology outpatients (81% response rate) asked about joint symptoms, disabilities, and underlying rheumatic conditions. The self-reported diagnoses were linked with physician diagnoses in the rheumatology clinic computer based diagnostic registry.
gender, duration of disease, or clinic attendance, as shown by multivariate analysis. Conclusions-This study in a rheumatology outpatient population indicated that most patients report a diagnosis which is compatible with the clinical diagnosis. These findings give an upper limit to the sensitivity of self reported diagnoses, though further research is needed to assess the extent to which our results may be generalised to other settings.
(Ann Rheum Dis 1995; 54: 850-852)
Our knowledge about the occurrence of rheumatic disorders in the population comes mainly from health surveys which use respondents' self report to identify health conditions, for example in the United Kingdom,' Canada,2 and the USA. 3 The validity or accuracy of patient reported conditions has been examined in only a few studies;4-10 these found that, in general, major chronic health conditions (for example cancer and heart disease) were reported accurately by patients. Little is known, however, about the accuracy of patient reported rheumatic conditions."'
The purpose of the present study was to examine the accuracy of patient reported rheumatic diagnosis compared with the diagnosis recorded by the physician in the context of a rheumatology clinic having a well kept diagnostic registry with which to compare patients' self reported diagnoses.
Patients and methods
All 472 patients who attended the rheumatology outpatient clinic at Manchester Royal Infirmary, a university hospital, during December 1985 and who had a diagnosis recorded in the clinic diagnostic registry were sent a four page questionnaire in May 1986. A reminder was sent to non-responders after three weeks. The questionnaire was designed to screen for disability and joint symptoms,' "1 and had two separate sections in which up to three self reported diagnoses could be recorded. The first section asked responders who indicated physical disabilities to write in their main illness or disability. The second section, focusing on problems with joints, provided a check list of 17 common kinds of arthritis and rheumatism, though patients could enter other conditions or 'don't know' as appropriate.
The data obtained through the survey were linked to the computerised diagnostic registry of the rheumatology clinic. This included information on each patient's year of birth, gender, clinical diagnosis, year of disease onset, and date of first clinic attendance. All diagnoses were coded to four digit categories of the International Classification of Diseases (9th revision) (ICD-9). ' Results Of a total of 472 questionnaires, 381 (81%) were completed after one reminder and a further 10 were returned uncompleted (one person refused to participate, three had died, and six had moved away). Responders were slightly older (median age 55) than nonresponders (median age 49) and were more likely to have rheumatoid arthritis (p > 0-0 1). Table 1 summarises the characteristics of the 373 patients included in the analysis, all of whom had a recorded clinical diagnosis of a rheumatic disorder.
The clinical diagnoses recorded in the study population were predominantly arthropathies; the most frequently recorded were rheumatoid arthritis (RA) (5 1% of the study population), osteoarthritis (OA) (9%), ankylosing spondylitis (AS) (5%), and psoriatic arthritis (PsA) (4%). More than one clinical rheumatic diagnosis was recorded for 46 patients (12%); these were mainly combinations of different types of arthropathies.
For rheumatic conditions overall, the sensitivity of self reported diagnosis compared with the clinical diagnosis was 65% for an exact match, and this increased to 87% when a crude match was included. Thirty seven patients (10%) either did not report a rheumatic diagnosis (16) or indicated that they did not know (21). Only 3% of patients indicated a diagnosis which did not at all match that of the physician.
The sensitivity of self reported diagnosis varied for the different rheumatic conditions, as presented in the figure. It was greatest within the arthropathy group, where a sensitivity of 93% was found using any match and 72% using exact match. Among the specific arthropathies there was also variation in sensitivity, as indicated in the inset box in the figure. Sensitivity was very high for RA and AS, and intermediate for OA and PsA. Other arthropathies, as detailed in the footnote to the figure, had a lesser pooled sensitivity for exact match (17%), but sensitivity was 85% when crude matches were included. For dorsopathies and for soft tissue rheumatism, the sensitivities were 57% and 47%, respectively, using any match. For both these groups of condition, no self report diagnosis was given in approximately 30% of cases.
To explore the factors which might influence sensitivity, we compared patients in whom there was an exact match between the self reported and clinical diagnoses with those having either a crude match only, no match, or missing patient response (table 2) . Those with exact match had a longer disease duration, longer duration of clinic attendance, a greater severity of joint symptoms as indicated by the number of joints involved, and more difficulty or dependence in activities of daily living.
However, there were no significant differences in age or gender between the two groups.
The independent contribution of the different variables associated with the precision of match was investigated using multivariate logistic regression analysis. The type of clinical diagnosis was the most powerful predictor of Rasooly, Papageorgiou, Badley Last, when comparing self reported diagnosis with the clinical diagnosis, it is important to be aware that the latter is not a true 'gold standard'. There is a lack of uniformity among physicians in determining a clinical diagnosis even for the conditions for which diagnostic criteria have been formulated. As clinical practice does not usually include the standardised use of diagnostic criteria, applying such criteria post factum to clinical information might lead to underestimation of the sensitivity of self report, as patients would still report the condition they were told they had, regardless of its redefinition within the study.'
This study found good sensitivity of self report, both overall and within broad subgroups of rheumatic conditions. Patients rarely reported a diagnosis that was incompatible with their clinical one. These findings give an upper estimate of sensitivity for self report. Further research is required to determine the extent to which our findings may be generalised to other settings. diagnosis for rheumatology outpatients. 
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